Gastro-colic fistulas as a complication of benign gastric ulcers are relatively uncommon. The authors report a 59 year old caucasian female with a known hiatus hernia and gastro-oesophageal reflux disease presenting with diarrhoea and weight loss. Barium enema is the investigation of choice although it is important to exclude malignancy. Management is by en-bloc resection of the fistula with primary gastro-intestinal reconstruction.
INTRODUCTION
Gastro-colic fistula is a rare cause of vomiting, diarrhoea and weight loss and one that must be considered if the more common differential diagnoses such as gastroenteritis are excluded. There are numerous causes of gastro-colic fistulas but those caused by benign gastric ulceration are a rarity. The investigation of choice is a barium enema. Other investigations to exclude malignancy must be carried out. The optimal intervention is surgical with en-bloc resection of the fistula with primary gastro-intestinal reconstruction.
CASE PRESENTATION
A 59 year old female presented to the Emergency Department with a two week history of diarrhoea and weight loss. The diarrhoea occurred more after meals and the patient had lost 2-3 stone over the last 2 weeks.
She was known to have a hiatus hernia and a gastric ulcer that was diagnosed a month previously and was being actively treated for pyloric stenosis by oesophagogastroduodenoscopy and dilatation.
On examination she was apyrexial and looked cachectic. Systemic examination was non-specific and did not reveal and pathological findings.
Laboratory findings revealed marked dehydration but erect chest x-ray and abdominal x-ray was unremarkable. Stool culture failed to reveal any infective cause of this diarrhoea.
The patient underwent further investigation commencing with an oeasophagogastroduodenoscopy which demonstrated the hiatus hernia, gastritis and a gastric ulcer as well as pyloric scarring and deformity. A biopsy sample was taken showing features consistent with non-specific active chronic gastritis. No cause for the patient's symptoms was established.
She then had a barium meal and follow through which clearly demonstrated a gastro-colic fistula. This was confirmed by colonoscopy which demonstrated the fistula. There were no signs of neoplasia and the no malignancy was witnessed on biopsy. These findings were confirmed on CT.
The patient underwent a laparotomy and resection of the gastro-colic fistula. The transverse colon was mobilised and a segment of the colon resected with the fistula. Partial gastrectomy was carried out en-bloc with the fistula. A Bilroth I gastro-duodenal anastamosis was undertaken with two layers of PDS. Colo-colic anastamosis was performed in a single layer of PDS. A feeding jejunostomy and a drain in the sub-hepatic space were placed before closure of the abdomen. 
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